ALER DEC 30 1950 THE DIVISION OF HEALTH OF MISSOURI

.$. No.300
St ‘ STANDARD CERTIFICATE OF DEATH “cu rie o 323D
318 003
' BIRTH NO. REG. DIST. NO. 1 FRIMARY REG. DIST. NO. 1 Regittrar's No....... 9;’)38 .....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jeconsed lived. If bastitgtion: residence before
() a. COUNTY a. STATE Mis souri b, COUNTY St -.Louisdmiulnn!.
b. CITY (I outside corparats limita, write RURAL and give ¢. LENGTH OF ¢. CITY (If ourelde corporate limits, write RURAL s5Jd give w“.m; .e?,/
OR townabipt| STAY (iz this place) %L OR
oun S,/ f{a—uw o 2 e Town  Clayton
g d. FH!‘SLPPTBT.E OF (1t pot in ho-plul or insutution, give & address or location) ASETDREg (if rural, give location) /
o INSTITUTION % ; /z)_ Co /Zj’-‘P - #6411 W. Polo Drlve
3. NAME OF First, ) ¢, (Last
ﬁ DECEASED &. {First) p{ e) ) {Last) 4 DSFE (Month) (Day) (Year)
H { Type or Print} I’Wﬂ&/ //p,f ﬁw DEATH // ? .'SD
é 5. SEX 0 6. COLOR OR RACE | 7. MFD%RV!'EB EEJEECIE[{RSIED B DATE OF BIRTH 9. AGE (h:l:o;n bIIr ur:.m rDml W UKDER U MES.
. r {Bpeciiy) ¥ on ays | Hourm | Min,
% | Male White Widowed ~3 april 11 18734 "7 | |
g 10a, USUAL occum‘non (Ghwe kigdof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (duate or forsign savat) / 12_CITIZEN OF WHAT
dons d: hl it UNTRY?
& pre s BT o BESTI T Torminal R Y. [Lawrenceville, N.J. o
< 13a, FATHER'S MAME 13b. MOTHER' 5 MAIDEN NAME 14. NAME OF HUSEAND OR W|FE
o} _Andrew Titus. Jullett Phillips. Isabel Titus.
% :3 WAS DEkaASED EVI:'.R IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGMNATURE QR NAME ADCDRESS
o T nown} {If you, xive war ot ds!el of service)
2 ™o = 02-09-2387 | John A. Titus; Clayton, Mo.
’ MEDICAL CERFPIFI TION INTERVAL BETWEEN
‘ t.L. 18. CAUSE OF DEATH . CA ONSET AND DEATH
. Enter only onecauseper | 1. DISEASE OR CONDITION . D
| E llne for (s), (b), aad (¢) DIRECTLY LEADING TO DEATH (@) - ?
. s || <Tom aoos mor mean | ANTECEDENT CaUsES . fo Laero .
2 the mode of dying, such | Morbid conditions, if any, giving BUETTLr (b)
- as heart failure, asthenia, | i8¢ to the abose couse (o) slating .
< 08 W oete. It meams the dij. | the underlping couse last. - A
o ease, infury, or complica- -WE'-'F@'TE) )
s tion which caused death. | 11. OTHER SIGNIFICANT,CONDITIONS T N P
= Conditions contributing to the death bul 2ot W ﬁ ‘
9,1 related fo the disense or condition causing death. 7 fa A .
fu [l 198 DATE OF ORERA- | 150. MAJOR FINDINGS OF OPERATION . e, - . <~ .| 20 AUTOPSY?
7 . _ ves (& [J
21a. ACCIDENT ) (Bowcily) 21b. PLACE OF INJURY (e.x..doorabout | 2le. (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)
p SUICIDE . bomes, farm, factory, strest, office bldg., 0.} L. . B ‘
5 HOMICIDE _ o
g 2ld. TIME (Montd) (Day) (Yemt) (Hocr) 2ie. INJURY OCCURRED 2if. HOW DID INJURY OCCUR? f ?
L ‘ e WHILE AT NOT WHILE
J‘ INJURY . = | work AT WORK .
;'3 2. I hereby certify that 1 attended the deceased from _M, 19_12?_ o M 19@ that I last saw the decea.-:ed
:;3 alive on YW -9 1952 and that death occurred at &_ ., Jrom the causes and on the date stated above.
i&’. (Degmo ar title)

4| 23a. SIGNATURE 23b. ADDRESS 2. DATE SIGNED
%4» 2. 55 Se. AM_J- £P-5>

B E BURIAL c(:gﬂa 24b. DATE 24 NAME or csuzrsrw OR CREMATGRY | 24d. LOCA‘ITON (Oity. l.ovrn,ormunty) ~ (5tate)-
) § 11593 I Ot & £ 1]‘.—11-1‘950' k Grove Mausoleum St,Louis Q ey MO, -

| DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE y 25. FUNERAL DIRECTOR'S SIGMATURE ‘ni;na:s’s

- ave Bl N /2 @6_,« Ic .R.lupton & Sons;7233 Delmar Blvd.

N7 ] (Dicenyed Emdalmer’s Statement on Reverse Side)

(v




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by _.

.......... Student Embuimer No.

working under my personal supervision.

Student

-----------------------------------

Student Embalmer

Licensed Embalmer No J g{y
P. O Addrcss_ﬁf %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMEER. in his OWN HANDWRITING. (Fa.ulure to comply with
the above constitutes grounds for revocation of license,)

-f this body is not embalmed, fact"should be o stated above. )




